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Problems in responding to 
co-occurring mental health 
and d'rug-related 
problems: A criminal 
iustice perspective 
Andrew Day and Kevin Howells 
INTRODUCTION 
The primary responsibility of the criminal justice system is to ensure commu-
nity safety and the protection of the public. It often does this through the sepa-
ration of offenders from the community by imprisonment, and through the 
provision of services that address the causes of offending, and encourage offend-
ers to lead law-abiding lives (Australian Government Productivity Commission 
2006). In Australia, as in other Western countries, a greater proportion of sen-
tences are now custodial, and prison sentences are generally longer than they 
have been in the past (Freiberg 2005). Correctional administrations also have a 
duty of care to meet the basic physical and mental health needs of those in their 
care, although it is commonly accepted that when criminal or antisocial behav-
iour coincides with any type of mental health problem, be it an intellectual 
disability or a major mental disorder, services struggle to respond adequately to 
individual needs. Adequate service delivery is even more problematic when the 
offender has multiple problems, for example, offending itself, drug misuse, and 
mental disorder. In this chapter we discuss some of the issues relating to service 
delivery to those with co-occurring mental health and drug-related problems 
from the perspective of criminal justice service providers. We provide a brief 
overview of the types of services and interventions typically offered within 
criminal justice settings, most commonly in prisons, and discuss some of the 
implications of a risk management perspective for both the assessment and 
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treatment of this group. We will begin, however, by trying to define the size of 
the population that is under consideration. 
PREVALENCE 
It is difficult to obtain reliable estimates of the prevalence of both mental disor~ 
der and substance use problems in prison settings, given the often marked differ~ 
ences between jurisdictions in both sentencing practices and the availability of 
community~based services. However, it is apparent that at least a significant 
minority of prisoners would meet the criteria for a di~gnosis of a major mental 
disorder. In the USA, for example, Teplin's work (1994; 1996) has shown that 6.1 
per cent of men and 15.8 per cent of women in a group randomly sampled from 
admissions to jail had current symptoms of 'serious mental disorder', and were in 
need of mental health treatment. In Australia, Van Groningen (1995) has esti~ 
mated that of the 4000 people received annually into Victorian prisons, 5 to 10 
per cent have 'significant' mental illness, with one~quarter of those convicted in 
the higher courts having had prior contact with mental health services (Wallace 
et al. 1998). Rates of substance use have been reported to be eight times as 
common in prisoners than in the general population (Bushnell & Bakker 1997), 
and it has been estimated that around three,quarters of all inmates are in need 
of some level of substance abuse treatment (US General Accounting Office 
1991; Wexler 2003 ). These statistics suggest that large numbers of people within 
criminal justice services are likely to experience either mental health or drug~ 
related problems, and that there is a significant proportion who experience both 
(McMurran 2003; Wexler 2003). Peters and Hill (1993) estimated that between 
3 and 11 per cent of individuals in correctional settings in the USA have co, 
occurring mental disorders and substance use disorders, though this figure would 
be substantially higher if personality disorders were included (Hart 2001). 
SERVICE RESPONSES 
In many ways, the preferred option is to prevent this group of offenders from 
entering the criminal justice and/or correctional system. Mullen (2001), in his 
review of forensic mental health services, calls for a range of different services to 
be made available at the point of contact with the criminal justice system. 
These include powers to enable the police to obtain rapid assessments of those 
taken into custody, diversionary schemes to move disordered offenders from 
criminal justice to health services, court liaison services at magistrate's courts 
to provide onsite assessment and arrange diversions, use of bail hostels as an 
alternative to imprisonment, and specialist facilities for particular groups, such 
as the intellectually disabled. Similar arguments might also be made for men~ 
tally disordered offenders with drug~related problems. 
Recent years have ·seen the proliferation of specialist courts designed 
to meet the needs of offenders with either mental health or substance use 
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problems. Specialist courts now exist in most states and territories of Australia. 
In South Australia, for example, the Magistrates Court Diversion Program was 
established in 1999. This court aims 'to make use of contact with the criminal 
justice system to effect early intervention through referral to appropriate treat~ 
ment and rehabilitation services, while the formal legal process was adjourned', 
although only for those charged with a minor indictable or summary offence 
(Burvill et al. 2003 ). Payne (2005) identifies five key outcomes for these courts 
(cost effectiveness, participant satisfaction, reduced drug use, reduced crime, 
and improved health and social functioning), and although preliminary evalu~ 
ations are promising-Skrzypiec and colleagues (2004, cited by Payne 2005) 
reported that two~thirds of participating offenders had not reoffended in the 
first year after completing the Mental Impairment Court program-there is a 
need for controlled evaluations of the effects of these initiatives. 
Those who are charged with more serious offences will, however, be deemed 
ineligible for diversion and, if found fit to plead and competent, be likely to 
receive a custodial sentence, regardless of the presence of mental disorder or a 
history of substance use. Mullen (2001) has suggested that prisons should offer a 
range of services for offenders with mental disorders, from reception screening 
programs (see also Birmingham et aL 2000), assessment and acute intervention 
services, assessment and acute care unit, medium~stay units (3-6 months), 
through to long~term care units, suicide minimisation programs, and hospital 
support outside prison. In practice, resources rarely allow for such comprehen~ 
sive service provision, leading some to argue that treatment resources should be 
concentrated on a short period after discharge, as this is when crime is most 
likely to occur (Leong et al. 1991). Indeed, health~based services for mentally 
disordered offenders are often fragmented, and dependent upon local arrange~ 
ments with mental health service providers. In jurisdictions where services are 
small, it is often the case that only those diagnosed with major mental disor~ 
ders, such as schizophrenia, are offered any treatment. 
DRUG TREATMENT PROGRAMS IN PRISON 
The diversity of drug programs that have been offered to offenders in correc~ 
tional settings makes it difficult to describe what might be considered to be a 
typical program. In the USA, however, the Bureau of Prisons has developed a 
four~tier system to describe different interventions of increasing intensity, from 
education services to non~residential drug treatment, unit-based residential 
treatment, and transitional services (Weinman & Lockwood 1993). Of these, 
education programs have been the most common form of intervention (Incor~ 
vaia & Baldwin 1997), and these programs typically focus on the physiological 
effects of drug use, high~risk behaviours for HIV, hepatitis, tuberculosis, and 
other diseases, and involve discussion of the benefits of drug treatment and 
behaviour change. Through a group process, education programs aim to increase 
motivation to continue treatment. Multimodal programs offer a combination of 
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services, including inpatient treatment, medical care, vocational and educa~ 
tional training, family therapy, therapeutic communities, methadone mainte-
nance, group psychotherapy, individual psychotherapy, drug education, and 
stress-coping techniques (see lnciardi 1993; lnciardi et al. 1993; Incorvaia & 
Baldwin 1997; Peters & May 1992). 
Another common form of intervention in prisons is the therapeutic com-
munity (Walker et al. 1990). Therapeutic communities are intensive long-term, 
self-help, highly structured, residential treatment modalities for chronic drug 
users. Programs have been adapted specifically for prison settings, and vary 
according to the extent to which they adhere to community therapeutic com~ 
munity treatment philosophies. Wexler (1995) reports that they also tend to be 
shorter (six to twelve months), and to emphasise self~help and relapse preven~ 
tion methods. An alternative type of residential program, 'drug-free units', tend 
to operate on behavioural principles, using a system of punishment and reward 
(Incorvaia & Baldwin 1997). 
Despite the considerable need for treatment, there is evidence to suggest 
that existing programs tend to be overburdened, and most offenders receive 
either very limited treatment or none at all. In the USA, National Institute of 
Justice statistics show that although drug and alcohol counselling was available 
in nearly 90 per cent of state and federal facilities, only 10 to 20 per cent of 
prison inmates participated in treatment during their incarceration. Substantial 
obstacles to effective treatment exist for many clinicians and managers working 
with co~occurring disorders (McGovern et al. 2006), but these are likely to be 
writ large for those working within correctional services. 
SERVICE DELIVERY AND PRACTICE ISSUES 
The problems and issues that arise in providing services to offenders with co~ 
occurring disorders provide an extreme example of problems that arise in rela~ 
tion to offenders as a whole. Offenders in the criminal justice system, and 
particularly those in prisons, are a population with problems in multiple 
domains: psychological, social, biological, and psychiatric. Most serious and 
repetitive offenders (high~risk offenders) have a multiplicity of problems, which 
have complex and often poorly understood interrelationships. They provide a 
severe test of our capacity to deliver integrated services that will tackle a range 
of needs, both criminogenic and non-criminogenic (Andrews & Bonta 2003). 
Assessment issues 
Peters and Bartoi (1997) have made extensive recommendations for the assess-
ment of co-occurring disorders in offender populations. They suggest that co-
occurring mental disorder and drug~related problems are often not detected in 
offender populations. Offenders may be reluctant to disclose both mental disorder 
and drug use, because of the realistically perceived consequences of disclosure, or 
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because both mental disorder and drug use themselves impair cognitive and per-
ceptual functioning in ways that further reduce the likelihood of disclosure. The 
detection of co-occurring disorders also requires the presence of staff who are well 
trained in both areas of pathology. 
For assessment purposes, it is useful to distinguish screening assessments 
from diagnostic assessments (Peters & Bartoi 1997; Noordsy et al. 2003). The 
former are intended to identify the presence of co~occurring disorders, the latter 
to describe them in more detail, to delineate the interaction between the two 
disorders, and to make a formulation of the case and of treatment requirements. 
Whether both types of assessment are commonly and adequately conducted in 
many correctional systems is uncertain. Initial assessments of offenders in cor-
rectional systems are often brief, and it is not always the case that staff who 
conduct screening assessments have the experience and expertise to detect co-
occurring disorders. A range of standard instruments exist for assessing mental 
disorders, drug use, and co-occurring disorders, but few have been standardised 
and validated with offender populations. Thus, an important goal for any sys-
tematic system for assessing co-occurring disorders in offenders should be the 
accumulation of local normative and psychometric data for the population at 
hand. Peters and Bartoi (1997) recommend that standard screening assessments 
should be given to all prisoners, and conducted early in the process of involve~ 
ment in the criminal justice system, but after the individual is free from the 
acute effects of drug use (though it may need to be repeated later to pick up 
individuals who minimise problems at initial assessment). Bennett and col-
leagues (2006) have recently described a new assessment measure, the Sub-
stance Use Event Survey for Severe Mental Illness, which has some preliminary 
validity and reliability for dual diagnosis patients. Ideally, all assessments would 
include interview, selfreport measures, and review of clinical and correctional 
records. It is widely acknowledged for offender assessment in general that reli-
ance on self~reports alone is inadequate, and likely to produce seriously flawed 
information. It is also the case that individual offenders with co-occurring dis-
orders commonly have particular problems that need to be detected at the 
screening stage. Suicide risk is particularly important, given that both classes of 
disorder are associated with increased suicide risk in prison environments (How-
ells et aL 1999). 
An important question for practitioners working within a risk management 
perspective within the criminal justice system is the extent to which either 
drug-related or mental health problems are causal factors in an individual's 
offending. In theory, this assessment will determine eligibility for and access to 
offender rehabilitation programs. For offenders with co-occurring mental health 
and drug-related problems, an important area of assessment is, therefore, the 
extent to which either problem might be considered as criminogenic. Daffern 
and Howells (2002) have suggested that a functional rather than a structural 
(diagnostic) assessment approach, which seeks to clearly and systematically 
identify the pathways to offending for the individual offender, is best suited to 
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this task (see also Noordsky et al. 2003 for discussion of functional assessment 
of co-occurring disorders). The purpose of this type of assessment is to deter-
mine the extent to which both mental disorder and/or substance use play a role 
in offending) and to inform decision-making about the most appropriate treat-
ment option. Typically, the latter will involve a decision to refer either to a cor-
rectional rehabilitation program or a forensic mental health service. In practice) 
however, such decisions are often not easily made, given the complex nature of 
the relationship between drug use and mental health) and it is possible to imag-
ine a number of different relationships between crime, drug use, and mental 
disorder (McMurran 2003). 
One possibility is that drug use causes crime independently of the effects of 
any mental disorder. Certainly, research from around the world has consistently 
reported an association between drug use and offending (Hammersley et al. 
1990; Kevin 1992a, b; Weekes et al. 1997), and particularly between drug use and 
violence (Boles & Miotto 2003; Corrigan & Watson 2005). There is robust evi-
dence relating alcohol use to violence to intimate partners, though the exact 
functional role of alcohol use remains uncertain (Klostermann & Pals-Stewart 
2006). There is also convincing evidence that crime rates are higher among 
drug-dependent offenders than among non-using offenders, that a substantial 
proportion of offenders are dependent on drugs, and that most drug-using offend-
ers have significant lifestyle problems associated with drug use (Wexler & Lipton 
1993 ). Furthermore, as the extent of use and related problems increases, the fre-
quency and severity of crime also escalates (Chaiken 1986), with some studies 
showing that active heroin use accelerates the users' crime rate by a factor of four 
to six. Similar findings have been reported for those using crack cocaine (see 
Ball 1986; Brownstein & Goldstein 1990). An association between substance 
use and crime does not, however, imply that substance use causes crime (Boles & 
Miotto 2003; Day et al. 2003). Dobinson and Ward (1984) reported that 90 per 
cent of a sample of New South Wales prisoners with identified drug problems 
reported committing their offence to finance drug use. For these offenders, drug 
use will clearly be a criminogenic need and a target of intervention. 
A second possibility is that mental disorder causes crime independently of the 
effects of drug use. There has been a great deal of discussion concerning the 
extent to which mentally disordered offenders have specific risk factors that dif-
ferentiate them from general offender groups. Bonta and colleagues (1998) con-
ducted a meta-analysis of studies predicting recidivism in mentally disordered 
offenders, and found that broadly, similar factors predicted reoffending in the 
mentally disordered as in non-disordered offenders. O'Kane and Bent all (2000: 171) 
came to a similar conclusion in their review of psychosis and violence: 
Overall, the evidence we have considered suggests that much of 
the violent behaviour attributed to psychotic persons can be 
explained by the .same factors that determine antisocial behav-
iour by people who are mentally well. 
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However, there are also a number of risk factors for violence that may be 
specific to mentally disordered offenders (Daffern et al. 2005). For example, par-
ticular psychotic symptoms such as paranoia (Grossman et aL 1995) and delu-
sions involving personal targets (Nestor et al. 1995) have been associated with 
violent behaviour. Command hallucinations are the other major type of first-
rank symptom that are commonly regarded as a clinical risk factor. Rogers and 
colleagues (1990) reported that 43 per cent of forensic referrals with auditory 
hallucinations also experienced command hallucinations related to their offend-
ing. Link and Stueve (1994) reported that patients who felt threatened by others 
and were unable to have control over their own thoughts were twice as likely to 
have been violent than those who reported other psychotic symptoms. These 
have been labelled threat-control-override (TCO) symptoms. 
A third possible relationship between drug use, mental health problems, 
and crime is that it is the interaction between drug use and mental disorder that 
leads to crime. Supporting this possibility is evidence suggesting that major 
mental disorder in conjunction with drug use is a major risk factor for violence. 
Swanson and colleagues (1996) similarly reported that the combination of prob-
lematic drug use and TCO symptoms very strongly predicted future violence 
(see also Soyka 2000). Although Milton and colleagues (2001) found little evi-
dence to link specific psychotic symptoms with aggression in their study of first 
episode psychosis, they did report an independent effect of drug-related (but not 
alcohol problems) comorbidity on aggression following contact with services. 
The McArthur Risk Assessment project (Monahan et al. 2001) is one of the 
most sophisticated research projects investigating the link between mental dis-
order and violent and criminal behaviour. In this study, the investigators fol-
lowed up a large number of people admitted to public psychiatric inpatient 
facilities in USA every 10 weeks for one year. Information about offending 
derived from self-report, collateral information from an informant, and clinical 
and official records. They found that, although those with major mental disor-
der were less likely to be overtly violent than those with other disorders (mainly 
personality disorders), those with coexisting drug-related problems were signifi-
cantly more prone to violence. Such findings have led some to conclude that 
the real public health issue concerning psychiatric disorder and violence is drug 
use (e.g. Beck & Wencel1998). In a recent National Comorbidity Study in the 
USA, violence rates increased with the number of comorbid diagnoses, and vio-
lence was particularly common in individuals who combined substance abuse 
with other psychiatric disorders (Corrigan & Watson 2005). 
A final possibility, and one that should not be discounted, is that both 
mental disorder and drug use are functionally unrelated to crime, even when all 
three co-occur in the individual offender. For some offenders with co-occurring 
mental health and drug-related problems, their offending may be completely 
independent of both disorders. 
A criminogenic needs assessment would seek to identify which needs are 
most directly and causally related to an individual's offending, before identifying 
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potential avenues of intervention. It would also consider the causal mechanisms 
by which drug use and mental health problems interact. Drug use may play a role 
in exacerbating symptoms and in reducing treatment compliance for some men~ 
tally disordered offenders (Borum et al. 1997). For others, mental health prob~ 
lems may lead to offenders using illegal drugs as a form of self-medication. It is 
clear from the possible relationships described above that the most appropriate 
intervention, from a criminal justice perspective, might be either a drug treat~ 
ment program, a mental health program, or no intervention other than those 
aimed at meeting basic physical health needs. 
In terms of the service delivery system, this type of assessment has several 
implications. First, such an assessment is, by definition, individualised, and con~ 
sequently time consuming. A full criminogenic needs analysis of an individual's 
offending may take as long as eight hours of work. For some individuals, the 
assessment may take longer, especially when either mental health issues or drug 
use affects the concentration of the individual or the reliability of her or his 
account. Clearly, most criminal justice agencies do not have the resources to sup~ 
port routine assessments of this type. In practice, such assessments are conducted 
only for the very highest risk offenders or for offenders, such as sexual offenders, 
for whom significant concerns remain about the impact of any further offences. 
For many other offenders, a short interview with a social worker or correctional 
officer, along with a checklist of problems and needs, will form the basis of any 
assessment and allocation to intervention. In this scenario, it is easy to see how 
inappropriate allocation to treatment may occur. Second, the criminogenic need 
assessment will require some specialist skills. As a minimum, it is likely that staff 
will need to receive some training in the approach, as well as in how to meet the 
broader needs of this client group (see Rolfe & Cutcliffe 2006). 
Treatment issues 
Identifying a need for intervention through a criminogenic needs assessment is 
only part of the task. Ideally, this group of offenders will have access to an acute 
intervention service, assessment and acute care unit, medium stay units (3-6 
months), long~term care units, suicide minimisation programs, and hospital 
support outside prison. In practice, resources rarely allow for such a comprehen~ 
sive service, and it is relatively unusual for correctional agencies to offer any 
dedicated program that systematically addresses these needs simultaneously. 
Prisons have limited facilities and resources for mental health and drug treat-
ment, and community agencies often struggle to work with clients with crimi~ 
nal histories, or who display antisocial behaviour. Furthermore, comorbid 
problems complicate treatment in so far as drug use may exacerbate some mental 
health symptoms, may complicate diagnosis, may restrict the range of pharma~ 
cological treatments for mental disorder available, and may lead to the imposi~ 
tion of greater security. ·A diagnosis of a mental disorder may also prohibit 
placement in some drug rehabilitation programs. 
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Engaging this group of offenders in rehabilitation programs may also 
present particular clinical challenges. For example, those experiencing acute 
distress or psychotic symptoms are unlikely to be able to participate adequately 
in a group treatment program discussing their offending (Howells & Day 2006). 
Similarly, those experiencing withdrawal are unlikely to be good candidates for 
treatment. Peters and Bartoi (1997) suggest that these offenders are more likely 
to be terminated from programs or to leave the program early, are more likely 
to be non-compliant with treatment requirements, and generally have poor 
outcomes in offender drug treatment programs. Motivation to attend for treat-
ment is widely regarded as a key issue if prison programs are to be effective 
(Gorta 1992; Hall1997). 
Detailed reporting of the events, thoughts, and emotions preceding . an 
offence and addressing these factors in treatment requires some level of motiva-
tion. Howells and Day (2003) identified seven potential impediments to readi-
ness to accept treatment for anger and violence problems. These included the 
complexity of cases (psychiatric and psychosocial comorbidity), non-therapeutic 
treatment settings, dysfunctional client inferences about the nature of their 
problem, the mandatory or coercive nature of treatment, and the presence of 
treatment--incompatible personal goals. 
In short, the motivation and readiness of mentally disordered offenders to 
engage in a criminogenic assessment and treatment process may be low. Despite 
this, prisons are in some ways a logical place to start drug treatment. Lipton 
(1994) has argued that imprisonment presents an important opportunity to 
engage people in treatment, given that many drug users are unlikely to seek 
treatment by themselves, and that drug use and criminality are likely to con-
tinue after release. As such, arrival into custody may be considered as a window 
of opportunity to engage drug-using offenders into a treatment program-one 
study by Brooke and colleagues (1998) reported that 24 per cent of drug users on 
remand requested treatment at interview. Educational programs aimed at 
improving motivation may be most appropriately aimed at those offenders who 
are reluctant to enter more formal treatment programs. An alternative strategy 
has been to develop different types of intervention designed specifically to 
encourage participation in treatment. The technique of motivational interview-
ing (Miller & Rollnick 2002) has been particularly influential in this area, and 
recently shown to be effective for at least some types of clients with co-occur-
ring mental health and substance use problems (Martino et al. 2006). 
While there is an absence of empirical studies allowing us to articulate what 
evidence-based practice might be for offenders with co-occurring substance use 
and mental health problems, there are some suggestions put forward by mental 
health professionals and by researchers familiar with the distinctive needs of 
offenders with co-occurring disorders. Peters and Hills (1997), for example, sug-
gest that programs need to be longer, psychoeducational, and supportive (rather 
than confrontational), individualised, make substantial use of rewards, have a 
slower pace, have shorter program sessions, have more individual counselling, and 
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have higher staff ratios. In addition, there is a greater need for attention to making 
treatment flexible, 'phased', inclusive of aftercare, and engaging of the client. 
Peters and Hills (1997) have proposed three options for treatment interven-
tions for offenders with co-occurring disorders: Sequential (transfer between 
services); Parallel (coordinated but separate services); and Integrated (multidis-
ciplinary staff, cross-trained, and based in one setting). Of these, integrated 
services are thought to be the most effective, and the only option that allows for 
understanding and addressing the complex interactions that occur between 
mental disorders and drug-related problems (Drake et al. 2002), and which can 
mesh both prison and community services (Roesch et al. 1995) within an inter-
agency approach to complex problems (Smith 1997). There appears to be some 
evidence that integrated treatment in non-offender populations is more effec-
tive than parallel treatment in preventing problematic outcomes such as hospi-
talisation and arrest (Mangrum et al. 2006), notwithstanding the many 
methodological difficulties in many outcome studies (Donald et al. 2005). There 
is a clear need for studies to compare outcomes for integrated and parallel inter-
ventions in offender populations. 
The present literature fails, arguably, to distinguish problems arising for 
service delivery to clients with co-occurring disorders within the correctional 
system and service delivery within forensic mental health. Thus, offenders may 
be offered help within one of several different services, or simultaneously within 
all of them. It is possible that an individual is referred to health services to work 
on problems related to safe drug use, harm minimisation, and withdrawal, to 
forensic mental health services for treatment for a mental disorder, and to 
offender rehabilitation programs (including drug treatment programs) in an 
attempt to reduce their risk of further offending upon release. 
Correctional settings are often poorly resourced in terms of professional 
services for those with mental disorders. Additionally, professional mental 
health workers form only a small proportion of the overall workforce in such 
settings. In theory, access to mental health services may be easier in a commu-
nity corrections setting, but in practice mentally disordered offenders often find 
themselves excluded from community mental health services. A different sce-
nario exists for co-occurring disorder clients located within forensic mental 
health services (psychiatric hospitals or clinics). In these settings, the primary 
population is constituted by individuals with a mental disorder. Philosophies 
and approaches are more likely to favour individualised and comprehensive case 
formulation and diagnosis. In principle, then, the integrated service approach 
advocated for those with co-occurring disorders is more feasible and congruent 
with the major goals of the service. 
Given that such units typically admit patients with severe disorders (psy-
chosis, bipolar disorders) and that comorbidity with drug-related problems is 
high in such groups (Regier et al. 1990), the majority of offenders in these set-
tings are likely have co-occurring disorders (Wheatley 1998). We have argued 
elsewhere (Howells et al. 2004 ), however, that the treatment programs delivered 
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in forensic mental health services often do not take on board the developments 
and progress in general offender programs during the past decade. Although 
little information is available about the prevalence of formal drug treatment 
programs in forensic mental health hospitals and clinics, we suggest that these 
are probably relatively rare, and that those with a criminogenic need focus will 
be rarer still. Thus, it may be that effective treatment of co-occurring disorders 
within forensic mental health awaits the latter services becoming integrated 
with, and accommodating, best practice in offender programming. In forensic 
mental health settings, the impediments to progress are less likely to be issues of 
professional staffing and clinical resources. These services are already staffed by 
mental health professionals, and resource-demanding treatments (such as phar-
macotherapy and nursing care) are already delivered. The impediments are 
more likely to be based in philosophy and models of intervention. 
In forensic settings, the future challenge will be to integrate not only services 
for drug problems with those for mental disorders, but to integrate both of these 
within the developing criminogenic need framework in correctional systems 
throughout the world (Howells et al. 2004 ). Drake and colleagues (2006) have 
recently concluded that merely extending dual disorders treatment to assertive 
community treatment for this population is unlikely to succeed in the absence of 
an intervention focusing on the offending behaviour. This integration will pose 
a major challenge. The complex formulations involved will require a high level 
of skill and knowledge, and the capacity to think and work across the 'silos' that 
often exist in treating offenders' needs. In the past decade, significant advances 
have been made in developing non-integrated programs. Thus, we now have 
demonstrably effective violence programs, sex offender programs, and cognitive 
skills and drug treatment programs. These programs are rarely integrated (at 
best, offenders complete several, but serially), but they have been shown to be 
capable of making a significant impact on offending behaviour (Andrews & 
Bonta 2003). The effective integration of mental disorder, substance-related, and 
criminogenic programs is likely to require concerted action at judicial, commu-
nity, and correctional administrative levels (Wexler 2003 ), with empirical evalu-
ation of integrated program outcomes being a critical feature. 
CONCLUSION 
Offenders with co-occurring disorders form a substantial and high-needs popu-
lation within the criminal justice system. They pose a major challenge to serv-
ice providers, including correctional, forensic mental health, and offending 
focused services. The assessment task is a formidable and complex one, requir-
ing expertise in, and analysis of, drug-related problems, mental disorders (includ-
ing personality disorders), and offending behaviour itself. The interactions 
between drug use, mental disorders, and offending are difficult to determine 
clinically, and a comprehensive criminogenic and non-criminogenic needs 
assessment is required, as a basis for treatment planning. Genuinely integrated 
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and comprehensive assessment and treatment programs for this population are 
far from being a reality in most criminal justice systems. 
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